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HOW DOES THE OFFICE WORK?
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621-9353 option 2.

AGAIN, WELCOME TO OUR PRACTICE.
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Tarnow Center for Self-Management
Client Information Form (Child & Adolescent)

Intake Date: Clinician: Lynn Ayers, M.Ed.
Patient’'s Name: S.S#:
First Middle Last
Address:
Street City State
Zip
Birth Date: Age: Sex:

Home Phone: ()
Employer Name:

Address:

Street City State Zip
Mother's Name: Home Phone:_( ) Work Phone: ( )
Father's Name: Home Phone:_( ) Work Phone: ( )

Current Marital Status:
Mother’'s Employer Name:

Address:
Street City State
Zip
Father's Employer Name:
Address:
Street City State Zip

Other family members living at home (children, stepchildren, and other relatives):
Name Date of Birth Age Relationship to Patient

ok wbd -~

Person responsible for payment:

First Middle Last

Address:

Street City State Zip
Telephone:_( )

ERRRRRRRRR e el ETRRRRRRIRn e nennennnnnntl

Address:

Street City State Zip
Referred by: Relationship:
Address: Telephone: ( )
Patient’'s medical doctor: Doctor’s phone: ( )
Address:

Street City State Zip




1. Why is the patient coming for consultation at this time?

2. What is the most important goal to be achieved during the visits?

3. Has any family member had psychotherapy, psychological testing, or counseling with a mental
health professional? No Yes

If yes, please list the family member, the therapist/counselor's name, the year in which the service
was provided, and the reason for seeking the service.

Family Member Therapist Year Reason

4. Please note any history of serious physical or mental illness of any family member:

5. Please note any major stresses that have occurred to any family member within the last five (5)
years:




Please include your picture below:

Name:

Nickname (if any):

Age:




Contract for Delivery of Professional Services
Tarnow Center for Self-Management

| have read the “Welcome to the Practice Packet” and understand and agree to the contents
that explain the office’s policies and procedures.

| understand and agree to pay the fees that are listed below. | also understand that the fees
pertain only to___Lynn Avers, M.Ed.. If | am referred to another professional within the
Center, the fees may be different than those listed below.

e The fee for one hour initial evaluation $ 145.00.
e The fee for therapy is $130.00 per session.
e The fee for the full evaluation is $1300.00.

Please initial as indicated:

X Unless other written arrangements have been made in advance by me, my health
coverage carrier, a co-responsible party or a third party who has agreed to pay fees for
services rendered to me and has signed this contract, full payment is due at the time services
are rendered.

X__n/a__| understand that the Center will attempt to verify my mental health benefits, but that
this is not a guarantee of payment and that it is my personal responsibility to pay for services
rendered.

X | understand that if Tarnow and Associates does not have an arrangement with my
health coverage carrier, then it is my responsibility to pay in full at the time services are
rendered and to file and collect my own insurance claims. Tarnow and Associates will provide
all reasonable information customarily needed to file a claim.

x n/a__ | understand that every effort will be made to obtain insurance pre-certification for my
appointments when needed before a service is rendered, but that it is ultimately my
responsibility to pay for services rendered.

X I understand the Center's 48-hour cancellation policy and agree to pay for
appointments for which | am charged due to failure to cancel or because of late cancellations.

X | understand that all services rendered at the Center are charged for differently and
agree to pay the fees set forth by the Center. These services include telephone calls,
medicine evaluation appointments, medicine follow-up appointments, group therapy,
telephone consultations, conference calls, educational, personality, and psychological testing,
co-therapy/feedback sessions, lab work, and school visits.

X | understand and agree that in the case of divorced parents, the parent bringing the
child to the office is responsible for payment at the time of the services.

X | understand and agree that from time to time my case may be discussed in a
confidential staffing among the professional clinical team.

X | understand and agree that the adult accompanying a minor or the legal guardian will
be responsible for payment at the time of the service.



Confidentiality: All information disclosed within sessions is confidential and may not
be revealed to anyone without written permission except where disclosure is required
by law.

Disclosure may be required in the following circumstances. Where there is a
reasonable suspicion of child abuse or elder adult physical abuse; where there is a
reasonable suspicion that the patient presents a danger of violence to others, or
where the patient is likely to harm him or herself unless protective measures are
taken. Disclosure may also be required pursuant to a legal proceeding.

| consent to services performed by the Tarnow Center. My signature below indicates
that | have read the above contract and agree to be bound to its terms.

Signature of Patient or Responsible Signature of Co-Responsible Party Signature of Third Party Guarantor
Party if a Minor

Date Date Date

Printed Name of the Patient Signature of Clinician Date

Optional Addendum

If you have signed the foregoing contract as a co-responsible party or a third party
guarantor, your signature indicates that you have unconditionally promised to pay for
all services determined by the Tarnow Center to be medically necessary, in the best
interests of and provided by the Tarnow Center to

All payments are due by the co-responsible party or the third party guarantor and shall
be due and payable in the amount and at each time set forth in this contract to which
this acknowledgement and guarantee is attached.

The undersigned confirms that he/she is the sole managing conservator and joint
managing conservator, guardian, guardian ad litem, next friend, or other person with the
court ordered right and duty to authorize the medical treatment of
In connection with and simultaneously with the execution of this letter of
authorization, | deliver the Tarnow Center copies of the following court orders:

a) Divorce Decree;

b) Order of Modification and an order SAPER (where applicable);
c) Temporary Order and a SAPER (where applicable);

d) Temporary Order (where applicable); and

e) Emergency Order (where applicable).



AUTHORIZATION
TO RELEASE MEDICAL RECORDS
TO MY INSURANCE COMPANY

Due to the influx of managed care, many insurance companies will request medical
records before processing claims for you. To make the process faster, we ask that you

check a box of your choice and sign below.

0 I authorize the release of my medical records to my insurance company.

[ I do not authorize the release of my medical records to my insurance company.

In signing this authorization, it is my understanding that this information shall be held
CONFIDENTIAL, that | do not waive the physician-patient privilege, and that the
information will be utilized for professional use only. | do not authorize the
person/company to whom these records are being forwarded to release them to any

other person, company, or entity whatsoever.

At the time of request, your account will be charged for this request and your insurance

company will be billed at the time records are sent.

Patient Name

Signature of Guarantor

Date



Contract for Delivery of Professional Services
Tarnow Center for Self-Management

| have read the “Welcome to the Practice Packet” and understand and agree to the contents
that explain the office’s policies and procedures.

| understand and agree to pay the fees that are listed below. | also understand that the fees
pertain only to_Lynn Avyers, M.Ed.. If | am referred to another professional within the Center,
the fees may be different than those listed below.

e The fee for one hour initial evaluation $ 145.00.
e The fee for therapy is $130.00 per session.
e The fee for the full evaluation is $1300.00.

Please initial as indicated:

X Unless other written arrangements have been made in advance by me, my health
coverage carrier, a co-responsible party or a third party who has agreed to pay fees for
services rendered to me and has signed this contract, full payment is due at the time services
are rendered.

x_nh/a__ | understand that the Center will attempt to verify my mental health benefits, but that
this is not a guarantee of payment and that it is my personal responsibility to pay for services
rendered.

X | understand that if Tarnow and Associates does not have an arrangement with my
health coverage carrier, then it is my responsibility to pay in full at the time services are
rendered and to file and collect my own insurance claims. Tarnow and Associates will provide
all reasonable information customarily needed to file a claim.

x n/a_ | understand that every effort will be made to obtain insurance pre-certification for my
appointments when needed before a service is rendered, but that it is ultimately my
responsibility to pay for services rendered.

X | understand the Center's 48-hour cancellation policy and agree to pay for
appointments for which | am charged due to failure to cancel or because of late cancellations.

X | understand that all services rendered at the Center are charged for differently and
agree to pay the fees set forth by the Center. These services include telephone calls,
medicine evaluation appointments, medicine follow-up appointments, group therapy,
telephone consultations, conference calls, educational, personality, and psychological testing,
co-therapy/feedback sessions, lab work, and school visits.

X | understand and agree that in the case of divorced parents, the parent bringing the
child to the office is responsible for payment at the time of the services.

X | understand and agree that from time to time my case may be discussed in a
confidential staffing among the professional clinical team.

X | understand and agree that the adult accompanying a minor or the legal guardian will
be responsible for payment at the time of the service.



Confidentiality: All information disclosed within sessions is confidential and may not
be revealed to anyone without written permission except where disclosure is required
by law.

Disclosure may be required in the following circumstances. Where there is a
reasonable suspicion of child abuse or elder adult physical abuse; where there is a
reasonable suspicion that the patient presents a danger of violence to others, or
where the patient is likely to harm him or herself unless protective measures are
taken. Disclosure may also be required pursuant to a legal proceeding.

| consent to services performed by the Tarnow Center. My signature below indicates
that | have read the above contract and agree to be bound to its terms.

Signature of Patient or Responsible Signature of Co-Responsible Party Signature of Third Party Guarantor
Party if a Minor

Date Date Date

Printed Name of the Patient Signature of Clinician Date

Optional Addendum

If you have signed the foregoing contract as a co-responsible party or a third party
guarantor, your signature indicates that you have unconditionally promised to pay for
all services determined by the Tarnow Center to be medically necessary, in the best
interests of and provided by the Tarnow Center to

All payments are due by the co-responsible party or the third party guarantor and shall
be due and payable in the amount and at each time set forth in this contract to which
this acknowledgement and guarantee is attached.

The undersigned confirms that he/she is the sole managing conservator and joint
managing conservator, guardian, guardian ad litem, next friend, or other person with the
court ordered right and duty to authorize the medical treatment of
In connection with and simultaneously with the execution of this letter of
authorization, | deliver the Tarnow Center copies of the following court orders:

a) Divorce Decree;

b) Order of Modification and an order SAPER (where applicable);
c) Temporary Order and a SAPER (where applicable);

d) Temporary Order (where applicable); and

e) Emergency Order (where applicable).



NOTICE CONCERNING COMPLAINTS

Complaints about physicians, as well as other licensees and
registrants of the Texas State Board of Medical Examiners,
including physician assistants and acupuncturists, may be

reported for investigation at the following address:

Texas State Board of Medical Examiners
Attention: Investigations

1812 Centre Creek Drive, #300

P.O. Box 149134

Austin, Texas 78714-9134

Assistance in filing a complaint is available by calling the
following telephone number:

1-800-201-9353



Tarnow & Associates, P.A.

Notice of Office Policies and Practices to Protect the
Privacy of Your Health Information
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Uses and Disclosures for Treatment, Payment, and Health Care Operations
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Uses and Disclosures Requiring Authorization
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Uses and Disclosures with Neither Consent nor Authorization
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Patient’s Rights and Center’s Duties
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Complaints
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Tarnow Center for Self-Management ™
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